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Abstract 
Background: To analyze the interventions performed 
in upper and lower gastrointestinal  tract diseases .  
Methods: In this prospective study  all the patients 
undergoing liver and gastrointestinal  related procedures 
were included.Major types of procedures included 
endoscopies and liver biopsies. Demographic features, 
indications or presenting symptoms, endoscopic findings 
and types of interventions were noted. . 
Results: A total of 111 patients with a mean age of 46.05 
±13.22 years were assessed of whom 57.7% were males, 
with a male to female ratio of 1.36:1Majority(97.2%) 
patients were HCV positive. Upper GI endoscopy was the 
most frequently performed procedure(63.1 %).  Esophageal 
varices and gastritis were the most common findings on 
upper gastrointestinal tract endoscopies. Unexplained 
weight loss(36.3%) and anemia(45.4%) were the 
commonest indications for lower GI endoscopy  
Conclusion: It is required to expand diagnostic and 
therapeutic interventions for gastrointestinal diseases.. 
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Introduction 
     Medical science has come a long way from the birth 
of interventional procedures in hepatobiliary and 
gastrointestinal diseases to its current status. 
Endoscopies, liver biopsies, ERCP (Endoscopic 
Retrograde Cholangiopancreatography) and related 
procedures are frequently done for the diagnosis and 
management of GI (Gastrointestinal) and liver 
diseases.1, 2, 3 Endoscopy is a procedure which is used 
to view upper and lower GI tract. and  to diagnose and 
monitor digestive problems.2 Various diagnostic, 
surveillance and therapeutic indications are used for 
performing endoscopy including hematemesis, 
dysphagia, dyspepsia, melena, epigastric and 
retrosternal pain, varices, ulcer, abnormal growths and 
hiatal hernia.3 Lower GI endoscopy which was 
introduced in late 1960’s has become the principal 
method for diagnosis, treatment and follow- up of 
colorectal diseases. 3 
     Liver  biopsy  is   performed    to   visualize      the  
hepatic parenchyma..4 The advent of therapeutic 
interventions like variceal banding and sclerotherapy 
is also a landmark in the successful treatment of a 
variety of hepatic and GI disorders. 5   
Patients  and Methods 
     Both male and female individuals, more than 18 
years of age who were referred to the interventional 
suite for liver and/ or GI related procedures were 
included in the study. Patients were assessed for HBV 
and HCV status. 
       For endoscopy, standard fiber-optic endoscope 
with video projection was used along with standard 
accessories like triotome, biopsy forceps, polypectomy 
snare, spray catheter, dilators, metallic stents, 6 
shooter bands, histoacryl and lipoidal injections, 
cautery forceps and ERCP cannulas. Fluoroscope was 
used for procedures like ERCP and nasojejunal tube 
insertion. Liver biopsies were done using 18 G fine cut 
standard Guillotine type needle.  
     Esophageal varices were recorded as grade 1, 2 or 3 
(grade 1=varices that collapse to inflation of the 
esophagus with air, grade 2=varices between grades 1 
and 3, and grade 3=varices which are large enough to 
occlude the lumen).6  Sydney classification for gastritis 
was used which takes into consideration the type: 
atrophic, superficial/ erosive or erythematous/ 
exudative; grade: low, middle or high; and location: 
body, antral or pan; of gastritis. 7  
    A documented loss of weight > 10 kg in 6 months 
was considered significant. Anemia was defined as an 
Hb < 120 g/l for women and < 135 g/ l for men.. For 
chromoendoscopy, methylene blue was used to 
delineate esophageal lesions while gastric lesions were 
scrutinized using phenol red and urea.    
 
Results 
    A total of 111 patients with a mean age of 46.05 
±13.22 years were assessed of whom 57.7% were 
males. In  majority (97.2%)HCV was  positive (Table 
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1). Upper GI endoscopy was the most frequently 
performed procedure ( 63.1 %), followed by liver 
biopsies.  The most common indication for upper GI 
endoscopy was screening for varices(48.5%)(Table 
2).Gastric biopsies were performed in 75.6%. (Table 3) 
A wide variety of diagnosis was made on endoscopy, 
with variceal disease being the commonest(Table 4). 
On upper GI Endoscopy, esophageal varices and 
gastritis were the most common findings i-e-, 29 and 
24 respectively(Table 4).Unexplained weight loss and 
anaemia were the commonest indications for lower GI 
endoscopy i-e-, 36.3 %  and 45.4%, respectively (Table 
5). A total of 11 lower GI endoscopies were performed. 
The study was normal in majority of colonoscopies i-e-
, 72.7%.   
 Table 1: Baseline Characteristics And 
Procedures 
Parameter No(%) 
Demographic Characteristics 
Gender 
Male 64(57.7) 
Female 47(42.3) 
CLD patients 
HBV 191.3) 
HCV 71(97.2) 
NASH 1(1.3) 
Non-CLD patients - 38(34.2) 
Procedures 
Upper GI endoscopy 70(63.1) 
Colonoscopy 11(9.9) 
Liver Biopsies 40(36.0) 
HBV=Hepatitis B virus; HCV=Hepatitis C virus;  
CLD= Chronic liver disease; NASH=Non-Alcoholic Steatohepatitis; 
GI=Gastrointestinal. 
 
Table 2: Indications For Performing Upper 
Gastrointestinal Endoscopy (n=70) 
Indications/ symptoms No(%) 
Persistent vomiting 1(1.42) 
Retrosternal pain 8(11.42) 
Malabsorption syndrome 1(1.42) 
Screening for varices 34(48.57) 
Epigastric pain 8(11.42) 
Melena  4(5.71) 
Dyspepsia 6(8.57) 
Dysphagia 3(4.28) 
Hematemesis 5(7.14) 
Total 70(100) 
Table 3: Interventions Done On Upper 
Gastrointestinal Endoscopy 
Type of intervention No(%) 
Gastric biopsies 56(75.67) 
Variceal banding 5(6.75) 
Sclerotherapy 4(5.40) 
Polypectomy 2(2.70) 
Esophageal dilation and stenting 1(1.35) 
Chemical cautery 1(1.35) 
ERCP 1(1.35) 
Insertion of nasogastric tube 1(1.35) 
Insertion of peg-tube 1(1.35) 
Chromoendoscopy 2(2.70) 
ERCP= Endoscopic Retrograde Cholangiopancreatography. 
Table 4: Endoscopic diagnosis on upper and 
lower GI appearances/ findings 
Parameter Subclass No 
Upper Endoscopy 
Esophageal varices Grade 1 11 
Grade 2 13 
Grade 3 5 
Fundal varices - 4 
Portal gastropathy - 13 
Esophagitis - 1 
Esophageal candidiasis - 1 
 
 
 
 
Gastritis 
 
Type 
Atrophic 1 
Superficial/ erosive 8 
Erythematous/ exudative 15 
 
Grade 
Low 9 
Middle 11 
High 4 
 
Location 
Body 13 
Antrum 1 
Pan 10 
Cobblestone mucosa - 3 
Gastric carcinoma - 1 
Esophageal carcinoma - 2 
Peptic ulcer Gastric ulcer 2 
Duodenal ulcer 3 
Multiple gastric polyps - 2 
Duodenal diverticula - 1 
Esophageal stricture - 2 
Duodenitis - 3 
GERD - 11 
Mallory-Weiss Tear - 1 
Gastric polyps - 5 
Normal study - 2 
Lower GI Endoscopy 
Colonic ulcers 1 9.0 
Colonic polyps 1 9.0 
Colonic carcinoma 1 9.0 
Normal study 8 72.7 
 GERD= gastroesophageal reflux disease 
Table 5: Indications for performing lower 
gastrointestinal endoscopy 
Indications/ symptoms No(%) 
Work-up for anaemia 5(45.45) 
Work-up for weight loss 4(36.36) 
Hematochazia 1(9.09) 
Tenesmus 1(9.09) 
 
Discussion 
    Endoscopy is a minimally invasive diagnostic 
medical procedure used to examine interior surfaces of 
GI organs and tissues. Ulcers, abnormal growths, pre-
cancerous conditions, hiatal hernia, abdominal pain, 
swallowing difficulty, gastric reflux, unexplained 
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weight loss, upper GI bleed and anemia are the 
common  diagnostic and therapeutic indications for 
upper gastrointestinal tract endospcopies.6,7 Major 
intervention done on upper GI endoscopy was gastric 
biopsy which comprised 75.6% of all upper GI 
interventions.  Variceal banding was the second most 
common intervention (6.75%). A wide variety of 
indications and presenting symptoms were observed 
in patients referred for upper GI endoscopies (Table 3). 
All procedures turned out to be successful.  
       Lower GI endoscopy is acknowledged as the gold 
standard for examining the colon. It provides visual 
diagnosis and opportunity for biopsy or removal of 
suspected colorectal lesions.  Progress is underway to 
develop screening programs to identify malignant 
adenomatous polyps on colonoscopy to detect 
colorectal cancers at an earlier stage. The role of lower 
GI endoscopy in our setup needs to be emphasized for 
compilation of local demographic characteristics and 
possible primary prevention of large bowel diseases. 
We did lower GI endoscopy of 11 patients during this 
time. Unexplained weight loss and anemia were the 
commonest indications for lower GI endoscopy i-e-, 
36.3 % (n=4) and 45.4% (n=5) respectively. 
Interventions done on lower GI endoscopy included 1 
colonic biopsy and 1 polypectomy. Most of the lower 
GI studies were normal.      
Liver biopsies constituted 36% (40) of the total 
procedures. All of the liver biopsies were performed 
for staging of hepatic steatosis using Kleiner et al 
classification  and degree of hepatic inflammation and 
fibrosis using Histological Activity Index (HAI) in 
chronic HCV patients. 8,9  
     Our department has recently started to provide the 
facility of chromoendoscopy for diagnosis of 
esophageal and gastric pathologies using methylene 
blue and phenol red with urea. Chromoendoscopy 
helps delineate the lesions in esophagus and stomach 
that need to be biopsied for higher yield of correct 
histopathological diagnosis.10 Chromoendoscopy is 
acknowledged as a good diagnostic tool by different 
researchers.10 Its value in the collection of appropriate 
tissue sample for histopathology and the need for its 
routine practice has been repeatedly emphasized. (10)  
The department of Medicine KRL Hospital is one of 
the few centers in Pakistan currently using this 
technique to aid in the purposeful diagnosis of GI 
lesions   
Conclusion 
It is required to expand diagnostic and therapeutic 
interventions for gastrointestinal diseases.. 
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